STEPHEN MARON, pos, M
9535 Resppa Bivo, Sune 207
MorTHRIGE, T 91324

TEL:818.636.5486

COMPREHEMSIVE DENTAL CARE
o B1BSEA, 3498
warw. Shdaron DS, coam

PATIENT NAME: DENTAL HISTORY

Previous Dentist Phone Number

Do you have any dental problems now? Yes Mo

if yes, please describe

Are any of vour teath sensitive: Have you ever had:

Hedt oo Cold? Yes Mo Cirthodome trealment?, s Bl

Lol Yoes Mo Cireal Surgery s Yes Mo

Bating or Chewing? Yos Mo Penodontal treatiment? Yo Mo

Have you nobicesd any mouth oders or bad tates? Yes Mo Your beeth ground or bite sdpestment Yes Mo

LD yiou :Fl.'L'i.]IJL'I'ILI}I ELI! cold oo, blislers or any A bube or moulth z.pau:rd':'_ Y Mo

other oral lesson?, Tes Mo Do your gums bleed or hurl?, Yim Bl

LD FOMIT LS Heed or burl? Yes Mo A Serious i:njur:.-' toementh or bead?. Y Bl

Hawe K [_1.|:|rl_'nls L'il:[_ﬂ.'nl:LCL'\i.‘I Fate climase LE s, |i|.w_' degerbed, i:LcJudinE s [RCTEr

o boolh boses? W o

Have you nobicsd any loose beeth or change Have you experienced:

i your bite?, Yes Mo Clicking or popping pw? Yes Mo

Dowes food e o become caught in between ain? (joint, ean sideof face)___ Yes Mo

your tewth? Tes Mo Difficulty in opening or closing the mouth? Yes Mo

IE yes wihere? Diifficulty in chewing om either side of the mouth? _Yes Mo

D you: Headaches, meckaches or shoulder aches? _ Yes Mo

Clench or grind your beeth while awake or asdeep?  Yes Mo If you had a magic wand, what would you change

Blcaath breath wihile awake or s ! Yos Mo about your smile?

Have tired jaws, especally m the mormng? Jtes Mo Shape, gap, crowding, vte, Yes Mo

Smaoke or chew Lobaces? Yes Mo Tooth length: longer or shorter Yes Mo

Fel nervous about I"“""-“'-Z-T. demntal treatmenl?, CYes Mo Fillings: discobored or black Yes Mo

16 5o what is your biggest concern? Crowwns/Caps: dull or dead locking.  Yes Mo
Cithier;

Have you ever had an upseting dental expenence? Yes Mo Are you interested in dental care that helps prevent:

If yess, please explain Root Canals Yes Mo
Borken Teeth Yes Mo
Tooth Aches, Yes Mo

¥ehat did you like the most and least about vour previous dental office?

¥Yhat would you like us te do for you?

Is there anything that would prevent fromy starting dental treatent ak this tme?

Please complete other side



PATIENT NAME: MEDICAL HISTORY

Medical Alert:

1. Hawe ¥ ke under the care of & medical dochor '-']”"'i""l_’. the pnsl: Ewres }'L“-.'Ir!:-:' Y
It VES, for whak?
Physician’s nams Flheome
Address City Stabe fip

T FHawe o taken amy rmeclicabiom or dmi;::- du rinE: e past by :.rmr!-:?_ Yos

L A Yo currunl‘l}- I‘.'ll-cin|:=I any medication, dmf;:- o ]:|i||'-:-'."_ ios
It VS, p'lu..'lw list

1 Are ¥Ou aware o h.'nrini; am .':Ill.ﬂl;ir [or adwverse reaction) fo any miedication or substamce? Yos
It VES, p'll:..'lw lisst:

S Hawve you been a pabient in the hespital during the past Fve years? b (=
It Vs, p'lu:lw liest

i Indicate wwhich of the ‘lcﬂln::-'l.-.rinl_r. Vil havwe had or have at present. {circle ¥es or Mo to each item)
Heart SUTTETY, Dhsease, Attack, Murmuar bitral Val we I""rvnl.'mpu, s
| IiEh Blowsd Prossure. Yeos Mo Eheumatic Fover Yon
Artificial [oints [hi]:, kres, etcd  Yes Mo 1 fc:pnl‘iﬁ s A (imfectious) B (serum) © Yios
A LDE LY Positive | Yes Mo Latex Sensitivity e
Chiabaetes Yes  Bo Asthma s
EFI"LW r Seirumes Yeos Mo Plervons S Ao Yios

7. [ Vil have o had ary disease. condition, or |:|n::hl s meot lisbed ? You
if_lr'L"!. Fl-urlm: lisk:

B Women are yoa: I""rc:]_l;nrml‘? Yies Mlonthes Mo Nl.l_TFinH} YWes Mo Tnk'ini; birth comtrod Fills-':‘ Yios

& Please rate the level of dental care you believe currently exists in your mouth by placing "X on the telowing diagram.

F=Poor, A =Average, E = Excellent

U AR, RIS, AR FRPRNY A, A A |

P A E

! imiderihiomd Bhe abose r'J:ﬁ.l.m'n'r.hmr = :re'r.r.ﬁm‘_l_;fu prr.rl.rén!.r mie ikl dendand care 1 4 :lr:_ff.-' arl t'ﬁ':ﬁ'.i:':lrf mianrer: [ heie arnsvered all
ftiesdiris b e Tresd of sy krsoledipe, Sheomld fidther teformation e reeded, gon hivre iy permidssion deask the respecioe Trealll
care prmider or agency, el tray relemse il dafrarakion beogoi, D el sotify $he doctor of any clasges in oy Teeallh ov rmediation.
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